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Persistent
sinus

Formalin

Drainage

in the siren aerated and in the area of resonance, owing to the cyst
falling away from the diaphragm and allowing greater pulmonary
excursion. There is not any change if either of the other two conditions
is present. Radiography may he of the greatest value, as distortion,
fixation, or elevation of the diaphragm is commonly found in the one
and intrathoracic opacity in the other. Calcareous change in the
adventitia in this situation is often seen in old cysts and gives a char-
acteristic radiograph.
(c) Treatment
As the tendency for complications to occur increases as these cysts
enlarge, operation should be advised in all cases except those in which,
owing to the degree to calcification present, the cysts are judged to he
dead or quiescent. Operative interference in this type of case is often
followed by persistent sinus formation due to the introduction of quiet
infections, the thick calcareous wall then separating so slowly that a
sinus may persist for many years.
Because (i) radiotherapy has been found to have no cllecl on the
parasite, (ii) the small fluid exchange between the parasite and (he host
renders intravenous therapy hopeless, and (iii) death of the cyst in situ
by no means relieves the patient of the danger of infective complica-
tions, treatment consists in free surgical exposure by the most direct
route, care being taken in the case of superiorly placed cysls to avoid
the pleura, if possible, by making the incision well anteriorly or,
failing that, to perform the operation in two stages, as pleural con-
tamination is a very real danger.
If the cyst is simple and clean, it should be formalini/cd before being
opened to kill the scolices, which, if any are left in the field of operation,
must always be regarded as a potential source of secondary cysts. The
contents should next be evacuated by a pump and the laminated
membrane removed. The parasite is not adherent to the inner wall of
the advcntitia, so that in the case of simple cysts the collapse of the
cyst after opening causes it to separate, and it can then be easily coaxed
out by means of a couple of pairs of ovum forceps. In the case of
multilocular cysts an ordinary table-spoon aided by a wide-bore pump
is very useful in scooping out the daughter-cysts and debris. The
adventitia is then filled with normal saline and sutured, the wound
being closed without drainage. In most cases, however, in adults at
least, the cyst contains daughter-cysts and may contain some bile-
stained fluid or debris. These cysts can often be treated in the same
manner, although formalinization before opening is not so useful, as
it cannot affect the scolices within the daughter-cysts. It should, how-
ever, be used to prevent contamination of the wound. If the cyst
appears clean and sterile, it should be filled with saline and sutured.
Drainage is not necessary in many cases; if there is any uncertainty
in the mind of the surgeon, he should leave one suture long as a guide
to the post-operative puncture which may be needed, or put a tube